Introduction
Several citations are out of date-add more recent work in this area Page 5, line 19-Define 'supervision of non-medically indicated CS' Page 5, line 40-41-There is also cumulative evidence that CS carries higher risks for babies and repeated CS carries greater risk for women. The statement as written does not acknowledge this body of science Materials and methods Page 6, line 21-Define 'second-class hospitals'
Multiple minor grammatical errors throughout the manuscript should be addressed before publication Major: 1) It may be wise to consult a biostatistician about the sample size needed to generate estimates about maternal and neonatal death. A sample size of 2000 is likely too small to examine these outcomes.
2) Page 8, line 28-30. Results of this study showed that nearly half of those seeking TOLAC, or their families, chose to request repeat CS (44.4%). This leads me to assume that these individuals planned TOLAC, perhaps during pregnancy, but then changed their plans prior to or during labor. These women should not be included in the sample of those seeking TOLAC and their inclusion challenges confidence in the findings related to the proposed nomogram prediction model. As the purpose of this research was to identify women's medical and demographic characteristics associated with successful VBAC, the study should only include those who: a) maintained their decision for TOLAC rather than changing their minds and requesting repeat CS, and b) received repeat CS for medical reasons. If those who actually didn't follow through with plans to pursue TOLAC are removed from the sample, 178 observations of those who experienced repeat CS for medical reasons remain. This high percentage of women who initially indicated a plan for VTOL but ultimately changed their plans is, in itself, an important finding. I recommend that this be commented on as both a limitation of the study but also an important direction for future research. If such a sizeable proportion of Chinese women seeking VTOL are ultimately dissuaded from trying for a vaginal birth, research is needed to enlighten the factors (possibly related to prenatal education or social factors?) driving this change in intended mode of birth. -Please clarify the results sections of the most common reason for failed TOLAC. Why were women included in the model if they or their providers desired a repeat cesarean section? or did they initially agree to a TOLAC and changed their decision intra-partum?
VERSION 1 -AUTHOR RESPONSE
Many participants who required repeated CS by themselves or their family members initially scheduled for TOLAC but changed their decision during labour and delivery. Subjects with repeated CS requested by themselves or their family members rather than medical indications were excluded when developing the prediction model. Pregnancies complicated with congenital fetal anomalies were not included in our study. The exclusion criteria in the manuscript has been revised as follows:
"Patients with any of the following were excluded from the study: preterm labor (gestational age <37 weeks), two or more previous caesarean sections, contradictions for vaginal birth, congenital fetal anomalies, history of other uterine incision such as myomectomy, and incomplete medical records." -Please specify how an estimated birth weight was achieved, was it through sonographic or clinical estimates. To be used in the model, I suggest using estimated fetal weights based on ultrasound biometric measurements following established models, as this will provide objective data with a 20% margin of error in the 3rd trimester.
In our study, fetal birth weight was estimated based on based on ultrasound biometric measurements following WHO fetal growth charts. To be more specific, we have supplemented the explanation on estimation of birth weight in the revised manuscript as follows:
"Common ultrasound biometric measurements, including biparietal diameter, head circumference, abdominal circumference, femur length, and humerus length, were used to estimate fetal birth weight based on World Health Organization fetal growth charts." -The authors should provide more information on the cases of neonatal asphyxia and death. Were they in the setting of a complicated trial of labor which lead to cesarean section?
More detailed information on the cases of neonatal asphyxia and death has been added according to the reviewer's suggestion as follows:
"There were 21 (1.0%) cases of neonatal asphyxia (7 cases with repeat CS), 128 (6.4%) cases of NICU admission, and 2 (0.1%) neonatal deaths (1 case with repeat CS) were recorded." -The inclusion of the variable uterine height should be removed as it is a subjective measurement and is not accurate.
We agree with reviewer's suggestions and the variable uterine height has been deleted in the revised manuscript.
-The authors should clarify which women received oxytocin. Were women more likely to fail a TOLAC if they required oxytocin because their labor curve was protracted?
Ppregnant women with delayed pregnancy, prolonged pregnancy, gestational diabetes mellitus, gestational hypertension, premature rupture of membrane or women who made a request for labor induction were in consideration for receiving oxytocin augmentation. We have clarified this point in the revised manuscript according to reviewer's suggestion.
As the reviewer noted, it was found that women using oxytocin augmentation were significantly less likely to achieve success of TOLAC in the univariate analysis, but the statistical significance disappeared in the multivariate analysis. Therefore, the variable was not included in the prediction model in our study.
-Please provide information on how women were induced?
We have addedinformation on induction of labor as follows:
"Women with a cervix Bishop score ≥6 or having premature rupture of membrane was directly induced with oxytocin, otherwise a single or double balloon catheter was used to promote cervical ripening followed by induction of labor with oxytocin." -The authors should clearly state the variables included in the prediction model that clinicians can input, in order to generate outcome probabilities, so that this tool can be clinically useful.
The following variables remained statistically significant in the multivariate logistic regression model and were included in the prediction model of successful TOLAC: gestational age, history of vaginal delivery, estimated birth weight, BMI, spontaneous onset of labour, cervix Bishop score, and rupture of membranes.
We have shown detailed information on these included variables in the results section. The nomogram for predicting the success rate of TOLAC (Figure 1 ) also showed these variables. In addition, we clearly state the variables included in the prediction model in the discussion section as follows: Thank you for the opportunity to review this interesting study seeking to develop a nomogram to predict the likelihood of successful VBAC. The research team is to be commended for seeking to address this extremely pertinent topic. As well, several points of the discussion section make the compelling point that wider VTOL/VBAC science will be essential for safely reducing the cesarean rate in China, particularly given governmental easing of restrictions on family size. There are a few minor issues and two major issues that should be addressed before moving to publication.
Introduction Several citations are out of date-add more recent work in this area
We have replaced some older references with more recent references in the introduction and discussion sections.
Page 5, line 19-Define 'supervision of non-medically indicated CS'
We have defined "supervision of non-medically indicated CS" in the revised manuscript as follows:
"inspection and monitoring periodically conducted by national and provincial health authorities to identify any unnecessary CS ,which was interpreted as an indicator of the quality of obstetric care."
Page 5, line 40-41-There is also cumulative evidence that CS carries higher risks for babies and repeated CS carries greater risk for women. The statement as written does not acknowledge this body of science We agree with reviewer's suggestion, and we have revised the sentence "Current evidence suggests that VBAC or planned CS carries similar risks to the mother and baby" as follows:
"Current evidence suggests that women undergo repeated CS have significantly higher risk of maternal and perinatal morbidity compared women who deliver vaginally after CS." Hospitals in China are organized according to a 3-tier system that recognizes a hospital's ability to provide medical care, medical education, and conduct medical research. Based on this, hospitals are designated as Primary, Secondary or Tertiary institutions.
A primary hospital is typically a township hospital that contains less than 100 beds. They are tasked with providing preventive care, minimal health care, and rehabilitation services. Secondary hospitals tend to be affiliated with a medium size city, county or district and contain more than 100 beds, but less than 500 beds; they are responsible for providing comprehensive health services, as well as medical education and conducting research on a regional basis. Tertiary hospitals round up the list as comprehensive or general hospitals at the city, provincial, or national level with a bed capacity exceeding 500. They are responsible for providing specialist health services, perform a larger role with regard to medical education and scientific research and they serve as medical hubs providing care to multiple regions.
We have included a basic explanation of the classification of hospitals in China as follows:
"Hospitals in China are classified as primary, secondary, or tertiary institutions according to the ability to provide medical care, medical education, and conduct medical research."
Multiple minor grammatical errors throughout the manuscript should be addressed before publication
As stated above, a thorough proofread of the manuscript has been completed by a native English speaking colleague who is also a co-author of the manuscript to identify and correct the spelling and grammatical errors.
Major:
1) It may be wise to consult a biostatistician about the sample size needed to generate estimates about maternal and neonatal death. A sample size of 2000 is likely too small to examine these outcomes.
We must acknowledge that the sample size may not be enough to estimate maternal and neonatal adverse events and to explore the associated risk factors. However, maternal and neonatal adverse events were the secondary outcomes in our study. The primary outcome was the success rate of TOLAC (vaginal birth) and the main objective was to establish the prediction model of successful TOLAC. If possible, we will conduct another study to estimate maternal and neonatal adverse events and to explore the associated risk factors among these women in the future.
2) Page 8, line 28-30. Results of this study showed that nearly half of those seeking TOLAC, or their families, chose to request repeat CS (44.4%). This leads me to assume that these individuals planned TOLAC, perhaps during pregnancy, but then changed their plans prior to or during labor. These women should not be included in the sample of those seeking TOLAC and their inclusion challenges confidence in the findings related to the proposed nomogram prediction model.
As the purpose of this research was to identify women's medical and demographic characteristics associated with successful VBAC, the study should only include those who: a) maintained their decision for TOLAC rather than changing their minds and requesting repeat CS, and b) received repeat CS for medical reasons. If those who actually didn't follow through with plans to pursue TOLAC are removed from the sample, 178 observations of those who experienced repeat CS for medical reasons remain. This high percentage of women who initially indicated a plan for VTOL but ultimately changed their plans is, in itself, an important finding. I recommend that this be commented on as both a limitation of the study but also an important direction for future research. If such a sizeable proportion of Chinese women seeking VTOL are ultimately dissuaded from trying for a vaginal birth, research is needed to enlighten the factors (possibly related to prenatal education or social factors?) driving this change in intended mode of birth.
In the revised manuscript, participants with repeated CS required by themselves or their family members rather than medical indications were excluded when developing the prediction model.
We have discussed the finding in the limitation section according to reviewer's suggestions as follows:
"A high percentage of women (44.4%, 142/320) requested a repeated CS by themselves or their family members among all these participants with repeated CS. Although those participants had been excluded from the establishment of prediction model, the potential impact on the model cannot be neglected, however, this is a subject, which could provide an important direction for future research by exploring related factors and establishing new measures to encourage persistent TOLAC." 
GENERAL COMMENTS
The authors made the addressed the reviewer's comments and made the appropriate changes to the manuscript.
